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Synopsis ............... eteesssessasraaaaaaas

In July 1983, the Assistant Secretary for Health
reviewed progress toward achievement of a dozen
national objectives in fluoridation and dental
health. These 12 objectives, classified under the
categories of improved oral health status, reduced
risk factors, increased public and professional
awareness, improved services and protection, and
improved surveillance-evaluation systems, hold
promise for improved oral health in this country. It
is noteworthy that the objective that 40 percent of

9-year-old children be caries-free in their permanent
dentition has been accomplished (51 percent of
9-year-olds were caries-free according to a 1979-80
National Institute of Dental Research study). Still,
dental caries is highly prevalent among teenaged
children, and gingival and periodontal conditions
are highly prevalent among children and adults.

A number of highly effective methods are avail-
able for preventing dental decay in children as well
as adults; they include community or school water
fluoridation, the use of multiple forms of supple-
mental fluorides, avoidance of frequent consump-
tion of foods that are high in sugar content, and the
use of adhesive pit and fissure sealants. Personal
use and professional provision of these methods in
appropriate combinations can contribute signifi-
cantly to future improvements in oral health. Me-
ticulous personal oral hygiene practices com-
bined with periodic professional care are the cur-
rently available means of protecting periodontal
health.

Through increased collaboration among various
governmental, academic, and corporate entities, as
well as active participation by individuals, the
achievement of a number of these objectives be-
comes feasible to the benefit of national productiv-
ity, health care financing, and the quality of life for
Americans.

IN THE FOREWORD TO ‘‘Healthy People,”” the Sur-
geon General’s July 1979 report on health pro-
motion and disease prevention, the Secretary of
Health, Education, and Welfare stated that the pur-
pose of the report was ‘‘to encourage a second
public health revolution in the history of the United
States’’ (1). The first revolution had been the strug-
gle against infectious diseases at the turn of the
century. The Secretary stressed that the report rep-
resented ‘‘an emerging consensus among scientists
and the health community that the Nation’s health
strategy must be drastically recast to emphasize the
prevention of disease.”” Establishing broad health
goals and 15 actions appropriate at 5 stages of life,
the report acknowledged oral diseases and condi-
tions as important problems for both children and
adults. The development of specific objectives to be
achieved by 1990 or earlier led to publication of a

companion volume, ‘‘Promoting Health/Preventing
Disease.”” Of the 226 objectives described, 14 relate
directly to oral health (2). Figure 1 provides an
orientation to the oral health-related content of the
15 priority areas.

With the important exception of oral cancers,
most oral diseases and conditions are not life-
threatening. They are, however, life-limiting. For
example, the 1981 U.S. National Health Interview
Survey reported 17.7 million days of restricted ac-
tivity, 6.73 million days of bed disability, and 7.05
million days of work loss as a result of 4.87 million
dental conditions (3). For every acute dental condi-
tion reported, almost 1% days were lost from work.
Oral diseases and conditions also result in pain,
disfigurement, and difficulty in tasting, chewing, or
swallowing, and can contribute to systemic health
problems.
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Figure 1. Oral health orientation to the 1990 objectives
Health goals specific to the five stages of life (reference 1)
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Annual expenditures for the treatment of oral dis-
eases amount to well over $20 billion ¢). Of the 13
leading health problems in the nation, dental dis-
eases rank second in total direct costs. The time
needed for dental care and treatment is estimated to
be as high as 81.8 million days annually (5).

The major oral diseases in America, highly preva-
lent in children and adults, are dental caries (tooth
decay) and periodontal diseases (gum diseases).
The 1979-80 National Caries Prevalence Survey of
U.S. School Children, aged 5 to 17, showed that the
average child has at least 1 dental caries lesion in
permanent teeth by age 8, 4 by age 12, and 11 by age
17 (6). That same survey revealed that 92 percent of
the children had mild or moderate gingival treat-
ment needs (7). With respect to adult periodontal
diseases, in the 1971-74 Health and Nutrition Ex-
amination Survey (HANES) of the National Center
for Health Statistics (NCHS), 31 percent of U.S.
adults 18 to 79 years old had destructive periodontal
disease and 25 percent had gingivitis (8). These
HANES findings also disclosed that 10.7 percent of
the population aged 6 to 74 years were missing all
their teeth. One study showed that for 1975-76
more than 9.5 million persons received medical care
each of these years for craniofacial injuries (9). In
addition, 1981 data showed that 27,000 new cases of
oral cancer are diagnosed annually, and 9,000
cancer deaths attributable to this cause occur (/0).

The 12 specific objectives for the nation’s oral
health that were developed in 1979 for the fluorida-
tion and dental health priority area (2a) acknowl-
edge the magnitude of the oral health problem and
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ot the role of dietary factors in dental caries.

build upon a variety of oral health promotion and
disease prevention activities. In parallel to the other
14 priority areas, these objectives are grouped into 1
of 5 categories—reduced risk factors, increased
public-professional awareness, improved services-
protection, improved health status, and improved
surveillance-evaluation systems.

Thus, process activities are directed toward re-
ducing known risk factors of oral diseases and con-
ditions, to improving the number and type of pre-
ventive services available to the public, and to in-
creasing the awareness of both the public and the
profession of disease etiology, pathogenesis, and
the methods of prevention that can contribute to-
ward the outcome of improved health status. The
fifth category is the monitoring and surveillance of
outcomes as well as the evaluation of the processes
that may lead to these outcomes.

In July 1983 a review of the progress toward
achieving the specific targets and goals enumerated
under the fluoridation and dental health objectives
was conducted with the Assistant Secretary for
Health. Presentations were made by representa-
tives of the Centers for Disease Control (CDC, the
lead agency), the National Institutes of Health
(NIH), and the Health Resources and Services Ad-
ministration (HRSA), and by the Chief Dental
Officer, Public Health Service. These agencies,
coordinated by CDC, are currently conducting a
midcourse review of the objectives. The following
discussion presents an overview of the selected
areas and issues related to the fluoridation and
dental health objectives from 1980 to 1985. In addi-
tion, a number of Federal activities are described,
and some additional considerations presented, that
could advance the goal of improving oral health in
America and aid in monitoring oral health status.

Healthy Teeth

a. By 1990, the proportion of nine-year-old children who
have experienced dental caries in their permanent teeth
should be decreased to 60 percent. (In 1971-74, it was 71
percent.)

This objective has been surpassed. The 1979-80
National Caries Prevalence (NCP) Survey of U.S.
School Children conducted by the National Insti-
tute of Dental Research (NIDR) showed that only
49 percent of 9-year-olds—rather than the 60 per-
cent targeted for 1990—had experienced caries in
their permanent teeth (personal communication
from Janet Brunelle, NIDR, 1985). However, caries
in permanent teeth was more prevalent in older
children as demonstrated by this survey; 73 percent



of the 12-year-olds and 89 percent of the 17-year-
olds had experienced dental caries. The NCP Sur-
vey also showed a one-third reduction in caries
prevalence for U.S. school children aged 5 to 17
compared with the National Center for Health
Statistics’ 1971-74 Health and Nutrition Examina-
tion Survey data (6,8). Figure 2 depicts the differ-
ences between age-specific data for both surveys in
terms of decayed, missing, and filled tooth surfaces,
the standard index for assessing caries experience
for both surveys. The caries decline was observed
in all regions of the country, and the regional differ-
ences in caries prevalence noted in the past con-
tinued, with variations existing between Standard
Metropolitan Statistical Areas (SMSA) and non-
SMSAs (fig. 3). In addition, in the 1979-80 NCP
Survey, almost 37 percent of school children were
found to be caries-free. A followup of the NCP
Survey is planned for fiscal year 1986 and should
shed further light on these findings.

The most current national caries prevalence data
on U.S. adults were obtained by NCHS’s HANES 1
in 1971-74 (8). Compared with the NCHS Health
Examination Survey (HES) for 1960-62, mean
scores for decayed, missing, and filled teeth demon-
strated varying trends in specific age groups (refer-
ence /] and fig. 4). In the national Adult Oral Health
Survey now underway, dental caries as well as indi-
cators of periodontal health and disease are being
examined. The results of this survey, expected in
fiscal year 1987, will provide data for futher analysis
of trends.

Several statewide surveys also have shown a de-
cline in caries prevalence in children and young
adults (12,13). Analyses of the reasons for this de-
cline have emphasized the role of fluoride in various
forms. Preliminary analyses from the 1983 Dental
Care Supplement of the National Health Interview
Survey indicate that 94 percent of people who use a
dentifrice use a brand that contains fluoride (per-
sonal communication, Denny Klein, National
Center for Health Statistics, 1984). Also, over-the-
counter fluoride-containing mouthrinses are now
widely available.

h. By 1990, at least 95 percent of the population on com-
munity water systems should be receiving the benefits of
optimally fluoridated water. (In 1975, it was 60 percent.)

Progress toward achieving this objective is proceed-
ing more slowly. As new public water systems are
added to existing systems, the size of the population
served, as well as the percentage of all persons
served by public water, increases. If new public

Figure 2. Mean decayed, missing, and filled permanent
tooth surfaces for children aged 5-17 years, United States
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water systems are developed and do not incorporate
fluoridation, as is often the case in small systems
serving fewer than a thousand individuals, this fail-
ure will contribute to a downward trend in the per-
cent of population on public water systems that
have access to fluoridated water. Nevertheless, the
total number of persons receiving the benefits of
optimally fluoridated drinking water has been in-
creasing steadily. Figure 5 reflects these trends.
Approximately 123 million Americans now have ac-
cess to drinking water with dentally significant
levels of fluoride (0.7 parts per million or greater).
Some 58.5 percent of the population on public water
supplies are so served (/4).

i. By 1990, at least 50 percent of school children living in
fluoride-deficient areas that do not have community water
systems should be served by an optimally fluoridated
school water supply. (In 1977, it was about 6 percent.)

Trends in school water fluoridation are difficult to
determine. The problem lies in establishing the ab-
solute number of school children for whom this is an
appropriate preventive service. In some instances,
schools may stop fluoridating water separately as
community water systems improve or expand to
include schools. Obviously, no benefit is lost when
the community water system is fluoridated at an
optimal level. However, the reverse situation also
can happen. A formerly fluoridated school water
system can be incorporated into a nonfluoridated
community water system with the resulting loss of
fluoride benefits. In 1975, fluoridated school water
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Figure 3. Mean decayed, missing, and filled permanent
tooth surfaces for U.S. children according to classification
of residence, 1979-80
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Figure 4. Secular trends in decayed, missing, and filled teeth
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was available to 124,475 students in 383 schools
(15). By 1980, the numbers had increased to 167,863
students in 500 schools (16). Data concerning the
number of school-aged children who are not served
by public water systems and who live in fluoride-
deficient areas are not available.

j. By 1990, at least 65 percent of school children should be
proficient in personal oral hygiene practices and should be
receiving other needed preventive dental services in addi-
tion to fluoridation. (Baseline data unavailable.)

It is not possible to define the degree of attainment
for this objective, as the total range of required
preventive services is not easily specified. A variety
of school-based caries preventive programs are in
existence. It has been reported that up to 12 million
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children in schools, preschools, and day care cen-
ters are participating in self-applied fluoride pro-
grams (this includes fluoride mouthrinsing and
fluoride supplement programs (/7)). Data from the
1983 Association of State and Territorial Health
Officers’ survey indicate that slightly more than 3
million school children are reported by 43 States to
be participating in fluoride mouthrinse programs
(I18). The vast majority of these children live in
nonfluoridated areas.

Another preventive service that would appropri-
ately be included under objective j is adhesive
dental sealants. The report of the December 1983
NIH-sponsored Consensus Development Confer-
ence on Dental Sealants reaffirmed the safety and
effectiveness of these materials (/9). By adhering to
the pitted and fissured surfaces of teeth, dental seal-
ants form a physical barrier to bacteria and food
debris. In this way they protect the very areas of
teeth shown to be most vulnerable to dental caries.
Recent manufacturers’ figures show a dramatic in-
crease in sales for 1984 over 1983 (20).

d. By 1990, no public elementary or secondary school
(and no medical facility), should offer highly cariogenic
foods or snacks in vending machines or in school break-
fast or lunch programs.

For decades, the contributory role of sucrose in the
development and progression of dental caries lesions
has been delineated, and efforts to lower the con-
sumption of sugars and sugar-containing products
have been undertaken for many years. These efforts
have been particularly aimed at school-age children,
many of whom are highly prone to dental caries.
The objective calls for school and medical facili-
ties to be devoid of vending machines offering
cariogenic snacks. While laudable in principle,
achievement of this objective is difficult at best,
until the cariogenic potential of foods is quantified
and the availability of certain foods is controlled in
public and medical institutions. At this time an ap-
proach toward the common goal of caries preven-
tion may be to offer alternative foods known to be
minimally cariogenic, cariostatic, or noncariogenic.

f. By 1990, at least 95 percent of school children and their
parents should be able to identify the principal risk factors
related to dental diseases and be aware of the importance
of fluoridation and other measures in controlling these
diseases. (Baseline data unavailable.)

Additional work is needed to increase professional
and public awareness of caries preventive mea-
sures. A 1977 survey showed that 51 percent of U.S.



adults did not know the purpose of water fluorida-
tion (27). A recent study of beliefs about dental
health also showed that the general public ranked
oral hygiene and professional care ahead of fluoride
in controlling dental caries (22). In 1981-82 a survey
of caries prevention practices of dentists and
pediatricians showed that 88 percent of dentists be-
lieved it was possible to prevent most dental caries,
and an overwhelming majority regarded the use of
fluorides in water supplies as the single most effec-
tive preventive measure (23). Additionally from the
same study, 60 percent of dentists and 80 percent of
pediatricians prescribed dietary fluoride supple-
ments for child patients living in nonfluoridated
areas. At that time, most dentists and pediatricians
were not aware of the value of dental sealants in
preventing pit and fissure caries in molar teeth.

The 1985 NCHS Health Interview Survey’s
Health Promotion/Disease Prevention Supplement
contains five questions concerning public aware-
ness of risk factors related to oral health that will
establish a partial baseline for 1990. Also, the 1986
supplement to the NCHS Health Interview Survey
includes several additional questions concerning
public oral health knowledge. Findings from these
later surveys should add to the assessment of prog-
ress toward the 1990 objectives.

Healthy Periodontal Structures

b. By 1990, the prevalence of gingivitis in children 6 to 17
years should be decreased to 18 percent. (In 1971-74, the
prevalence was about 23 percent.)

The trends for periodontal diseases are not as clear
as those for dental caries. The prevalence of gin-
givitis in children aged 6-17 years was 23 percent,
according to the 1971-74 NCHS HANES I findings
(8). No national survey has included this condition
since that time. However, several statewide sur-
veys using varying criteria for judging the preva-
lence of gingivitis have been conducted. Using the
criterion of having at least one tooth with gingivitis,
the 1976-77 North Carolina Dental Survey re-
searchers found 44 percent of 5-19-year-olds with
gingivitis (/2). In the 1980 Iowa Survey of Oral
Health, which used gingival bleeding as a criterion,
19 percent of 6-17-year-olds had gingivitis (24).

c. By 1990, in adults the prevalence of gingivitis and
destructive periodontal disease should be decreased to 20
percent and 21 percent respectively. (In 1971-74, for
adults aged 18 to 74 years, 25 percent had gingivitis and 23
percent had destructive periodontal disease.)

Figure 5. Fluoridation growth, by population, United States,
1945-84

Population (millions)

300
200 /
Total U.S.
-t -c e
100

-
. ’-" Total fluoridation
"’ somi -’

so* Natural fluoridation
L““““““““““‘

0 | | J I { ! | ! |
1945 1950 19556 1960 1965 1970 1975 1980 1985

Year

NOTE: Figure 5 is adapted from reference 14, p. 79.

While the mean periodontal index scores obtained
from national probability samples of adults did not
change appreciably between 1960-62 and 1971-74,
the percentage of adults without disease increased
from 26.1 percent to 51.4 percent over this period of
time (25). For age groups over 35, increases were
noted in the prevalence of destructive periodontal
disease. The percentage of all adults with disease
with periodontal pockets, an indicator of the de-
structive form of the disease, decreased marginally,
whereas the percentage of adults with disease with-
out pockets decreased significantly. Figure 6 shows
differences for men and women. In addition, im-
provements in oral hygiene status were observed.

Consideration must be given to shifts in the
profile of the U.S. population, specifically the in-
crease in percentages and numbers of older adults.
As tooth mortality due to dental caries is reduced,
the total number of teeth at risk for the periodontal
diseases and for other types of dental caries, such as
root surface caries, increases along with the length
of time that these are at risk. However, even if the
average amount of disease per person does not
change, the magnitude of the oral disease problem
nationally will remain significant.

Progress toward the 1990 objectives for im-
proved gingival and periodontal health for children
and adults will be assessed within this decade. The
planned followup of the NCP Survey of school chil-
dren will provide national ddta on gingival condi-
tions as well as dental caries. Also, as stated earlier,
the national survey of the oral health status of adults
now underway will provide a third point of refer-
ence for the examination of trends.
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Figure 6. Periodontal disease status in U.S. adults, 18-79
years, 1960-62 and 1971-79
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g. By 1990, at least 75 percent of adults should be aware
of the necessity for both thorough personal oral hygiene
and regular professional care in the prevention and con-
trol of periodontal disease. (In 1972, only 52 percent knew
of the need for personal oral hygiene and only 28 percent
were aware of the need for dental checkups.)

Progress toward increasing the public’s awareness
of the prevention and control of periodontal dis-
eases is unknown. As mentioned earlier, the 1985
Health Promotion/Disease Prevention Supplement
of the NCHS National Health Interview Survey will
provide needed data. Plaque control is the critical
preventive measure for gingivitis and, at present, it
is the predominant mode of prevention for destruc-
tive periodontal disease. In addition, periodic pro-
fessional debridement is a beneficial adjunct for
preventing the initiation and recurrence of destruc-
tive periodontitis. Unfortunately, plaque control
programs directed at school-aged children show
minimal short-term and no long-term benefit in im-
proving oral hygiene or reducing the incidence of
gingivitis (26).

It must also be remembered that only a little more
than one-half of the U.S. population visits a dentist
in a year (27). Since one-half of these visits are
estimated to be for dental emergencies or chief
complaints, the attainment of routine, periodic pro-
fessional prophylaxis is clearly not the norm for the
average American citizen. However, the provision
of prophylaxis may be part of the series of visits
given in the course of restorative treatment.
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Healthy Oral Tissues

As stated earlier, 9.5 million persons received
medical care for craniofacial injuries for each of 2
years studied (1975-76). Oral cancers and trauma
involving the head, neck, and areas around the
mouth can result in severe disability, disfigurement,
pain, and even death. Generally these conditions
are difficult and costly to treat. Facial injuries from
automobile accidents are large contributors to head
and neck morbidity. The increased mandatory as
well as voluntary use of seatbelts, State laws man-
dating the use of child restraints, stricter laws con-
cerning drunk driving, and control of substance
abuses could contribute to a decline in the incidence
of this type of injury.

e. By 1990, virtually all students in secondary schools and
colleges who participate in organized contact sports
should routinely wear proper mouth guards. (Baseline
data unavailable.)

Sports injuries to the face and head are a growing
area of concern in light of large and ever expanding
participation in various contact sports at elemen-
tary, junior high school, high school, and college
levels. The use of facial protectors, such as face
masks in football and facial screens in hockey as
well as properly fitted mouthguards of appropriate
construction, can minimize head and neck traumas.
Fractured teeth and bones, dislocated jaws, and
traumatized temporomandibular joints can be
avoided if organized sports programs mandate, and
parents and coaches enforce, the use of facial pro-
tection and mouthguards.

Although it is not possible to assess the progress

‘made toward this objective, several national orga-

nizations, such as the National High School Federa-
tion, National Collegiate Athletic Association, and
Amateur Hockey Association of the United States,
have mandatory mouthguard rules (28). Also, al-
though the oral and facial injuries that occur inci-
dentally through noncontact sports and accidents
on the playground are often unavoidable, proper
monitoring of playground activities and selection of
appropriate and safe playground equipment by ad-
ministrators could help minimize risk.

“Although not mentioned in a specific objective,
oral carcinomas are a major health problem. The
incidence of oral carcinomas and the resultant mor-
tality have remained fairly constant for a number of
years. In 1985, an estimated 29,000 persons will be
newly diagnosed as having oral cancers (29). Nine
and a half thousand fatalities attributable to oral



cancer will occur in 1985 (29). Early diagnosis of
oral cancers is essential in order to improve chances
for successful treatment. Thorough soft tissue ex-
aminations during routine dental appointments and
institutionally or community-based screening pro-
grams can also be quite effective if targeted at high-
risk populations. Unfortunately, many of the per-
sons most susceptible to oral cancers are older adult
denture wearers who generally feel little need for
dental checkups.

Since tobacco usage in the form of smoking or
smokeless tobacco (for example, snuff) has been
implicated along with excessive alcohol consump-
tion in the development of oral cancers, declines in
the excessive use of these substances could con-
tribute to a decline in the incidence of and mortality
from oral cancers. Recently, much attention has
been paid by the dental profession to the increased
use of smokeless tobacco in this country. Estimates
of smokeless tobacco use run as high as 22 million,
and users have been noted as young as children in
the early elementary grades (30). Rural use is high,
with some American Indian communities showing a
utilization rate of more than 50 percent among
junior high-school-aged children (37/). Snuff use,
traditionally thought to be a habit practiced in the
rural South and Midwest, seems to be increasing
among urban residents in the East and West. Use of
smokeless tobacco has been indicted as a potential
carcinogen and cause of periodontal problems,
leukoplakias, tooth abrasion, and staining of teeth.
Effective health promotion efforts aimed particu-
larly at school-aged children are needed to stem the
rise in the use of this substance.

Toward Surveillance and Evaluation

k. By 1990, a comprehensive and integrated system
should be in place for periodic determination of the oral
health status, dental treatment needs and utilization of
dental services (including reason for and costs of dental
visits) of the U.S. population.

1. By 1985, systems should be in place for determining
coverage of all major dental public health preventive
measures and activities to reduce consumption of highly
cariogenic foods.

Oral health status, dental treatment needs, use of
dental services, and public health preventive mea-
sures are periodically assessed for the U.S. popula-
tion. A variety of organizations in the public and
private sectors are involved. However, an issue to
be addressed is whether the existing and planned
efforts are ‘‘comprehensive and integrated.”” With

regard to monitoring the 1990 objectives, current
and planned oral disease prevalence surveys will
provide data critical to the assessment of improved
health status. In addition, the data on public knowl-
edge, attitudes, and practices being collected by the
NCHS Health Interview Survey should indicate
changes in public awareness and add information on
self-reported behavior. However, national data are
needed to evaluate objectives under the categories
of reduced risk factors and improved services/pro-
tection.

Federal Efforts -

Oral health promotion and disease prevention ac-
tivities are well represented in a number of Public
Health Service agencies (as well as within other
Federal dental programs). As fluoridation remains
the backbone of a dental public health program, the
Dental Disease Prevention Activity at CDC con-
tinues to be a national focus for efforts to fluoridate
community and school water supplies. In collabora-
tion with other Federal and State programs, as well
as private sector organizations, CDC seeks to up-
date scientific evidence on the safety and effective-
ness of water fluoridation in preventing dental
caries and communicates these findings throughout
the government, to public and private organiza-
tions, and to the lay public. In addition, CDC pro-
motes the adoption of other methods of preventing
oral diseases such as pit and fissure sealants and
adjunctive fluoride therapies.

The Health Resources and Services Administra-
tion—through programs operated in the Indian
Health Service, Bureau of Health Care Delivery
and Assistance, Bureau of Health Professions, and
Bureau of Health Maintenance Organizations and
Resources Development—actively promotes com-

.munity and school water fluoridation and provides

technical assistance for a variety of health promo-
tion and disease prevention activities. Over 400
water fluoridation installations are currently serving
American Indian and Alaska Native communities.
National Health Service Corps dentists serving in
community health centers and migrant health cen-
ters provide dental care and oral disease prevention
services in 313 separate sites around the country.
Many communities are receiving Federal support
for community water fluoridation activity from Pre-
ventive Health Block Grant funds that are made
available to States. Additionally, resources are pro-
vided in many States for oral health services, both
preventive and curative, through the Maternal and
Child Health Block Grant mechanism.
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The National Institute of Dental Research sup-
ports and conducts research on the epidemiology,
etiology, pathogenesis, diagnosis, treatment, and
prevention of oral diseases and conditions as well as
supporting research in manpower development and
training programs. A major contribution by the
NIDR to the 1990 objectives has been the support,
conduct, and analysis of nationwide oral health sur-
veys to augment data available from the National
Center for Health Statistics. In addition, health
promotion and science transfer activities at the
NIDR continue to be expanded. Efforts include
consensus development conferences, films, pam-
phlets, continuing education conferences, and pub-
lications for the public, health professions, and the
research community. Most recently, the NIDR has
helped to develop films for the public on periodontal
diseases and continues to pursue a wide range of
activities on the appropriate use of fluorides, seal-
ants, and other caries preventives.

Activities related to dental sealants provide an
example of a joint thematic approach to the promo-
tion of an effective caries prevention measure by
the Public Health Service and professional organi-
zations. The findings and recommendations of the
aforementioned Consensus Development Conference
on Dental Sealants have accelerated professional
and public support for sealants. The NIDR, in addi-
tion to cosponsoring this conference, has developed
posters and a public service announcement on
dental sealants, among other related activities. Addi-
tional promotion of sealants has come through the
American Dental Association, American Public
Health Association, American Association of Pub-
lic Health Dentistry, and other national health orga-
nizations. In 1984, the Surgeon General issued a
position statement noting the safety and effective-
ness of sealants and encouraging their use in public
and private programs. Within the Indian Health
Service, a survey has been conducted of supervi-
sory dentists to determine knowledge, attitudes, and
practices regarding sealants.

To deal with the higher caries prevalence found
among American Indian and Alaska Native chil-
dren, compared with the U.S. average, all areas of
the Indian Health Service (IHS) have stepped up
dental disease prevention efforts, resulting in rap-
idly increasing use of pit and fissure sealants as well
as in greater compliance with recommended levels
of community water fluoridation and increased use
of fluoride supplements. Since fiscal year 1981, the
provision of sealants has increased eighteenfold in
the IHS and has increased more than 300 percent
from FY 1983 to 1984. The CDC has provided sup-
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port for the IHS and Massachusetts Health Re-
search, Inc., to examine the impact of pit and
fissure sealants on both patient and provider prac-
tices when they are added as a benefit to existing
dental insurance plans. The information gained
from this study should provide valuable insights for
structuring public and privately supported sealant
programs.

The PHS effort in relation to the 1990 oral health
objectives has been broad-based. Activities during
the past several years have emphasized the devel-
opment of implementation strategies, the estab-
lishment of priorities, the generation of data to as-
sess progress, and the establishment of evaluation
criteria. Paralleling these activities have been the
routine monthly reports for the Health Promotion/
Disease Prevention Calendar as well as the annual
documentation of activities and monies directed
toward these objectives.

At the progress review meeting with the Assistant
Secretary for Health in July 1983, emphasis was
placed on the prevention of periodontal diseases,
the need for expanding caries preventive measures
to include dental sealants, and the continued impor-
tance of obtaining, analyzing, and reporting oral
disease prevalence data. This meeting served to
highlight priority objectives beyond the three ad-
dressing dental caries prevalence, community water
fluoridation, and school water fluoridation, which
were described in the September 1983 PHS Im-
plementation Plan (32).

Looking at the objectives from the point of view
of their impact on education in the health profes-
sions, HRSA convened a meeting of dental consul-
tants in FY 1984 to develop recommendations for
public health and primary care. A conference enti-
tled ¢‘The Future of Oral Health: Phase IV. Defining
Criteria and Methods for Setting Objectives’ was
conducted by the Chief Dental Officer in June 1984
to examine indicators for measuring change and to
discuss definitions of criteria related to health pol-
icy, dental services, demography, and oral health
status. Currently, all sponsoring agencies of the oral
health objectives are participating in the midcourse
review of the 1990 effort. Progress made toward
the objectives will be evaluated, improvements will
be suggested, and initial objectives for the year 2000
will be developed.

Future Needs and Directions

As acknowledged in the introduction to ‘‘Promot-
ing Health/Preventing Disease’ (2), the need for
data and the expected returns from ongoing re-



search will affect both the measurement of progress
and the achievement of the oral health objectives by
1990. Current studies such as the investigation of
antiplaque and antimicrobial compounds and the
development and testing of improved dental seal-
ants and new fluoride-containing agents and vehi-
cles, as well as the development of interventions to
enhance the adoption of oral disease preventive
methods by the public and the profession, will
strengthen the current prevention armamentarium.
The need to establish monitoring criteria for the
objectives and to clarify the wording of some objec-
tives has been identified. Objective j, which states
that school children should be receiving ‘‘other
needed preventive dental services . . .,” is an exam-
ple of the requirement for greater specificity. In
addition, the scope of the oral health objectives—
which now include and emphasize a limited num-
ber of diseases and conditions and target pop-
ulations—could be broadened. An indicator for
orofacial injuries and oral cancer would be appro-
priate, as well as the need to target efforts toward
particular high-risk populations and healthy indi-
viduals at all stages of life—from healthy infants and
adolescents to healthy young and older adults.

To make major gains in oral health by the year
1990, extensive collaboration will be necessary
among Federal, State, and local public health com-
ponents, professional organizations, private prac-
titioners, and the public. Federal components such
as the CDC, NIH, and HRSA can continue to con-
tribute greatly as they have to date, as well as ex-
pand their efforts to include other Federal dental
programs such as those within the Department of
Defense and the Veterans Administration. The pri-
vate sector, through organizations such as the
American Dental Association, National Dental As-
sociation, American Association of Public Health
Dentistry, American Public Health Association,
and American Dental Hygienists Association, can
do much by providing promotion, sharing technical
information, and supporting appropriate educa-
tional activities for dental providers and the lay
public. In addition, groups such as the Children’s
Defense Fund and health interests in business and
industry can provide momentum in critical arenas.

The state of the nation in 1985 in relation to oral
health will be more specifically documented in the
coming years. A number of mechanisms to collect
the needed data are now in place, and additional
opportunities to bring relevant data to bear will be
sought. Much has been learned from the process to
date. As Zwick stated in an article reviewing the
establishment of goals for national health, ‘“The

goals and standards are designed to educate, affect
attitudes, and influence subsequent actions. In
these three processes, their symbolic value may be
more important than the specific details . . .’ (33)
The very existence of these objectives encourages
efforts to work collectively toward the enhance-
ment of the oral health of all Americans.
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Synopsis ...... Ceeereneaaaas s

Active transmission of intestinal schistosomiasis
is currently limited to the southeastern part of the
Dominican Republic. A population-based stool sur-
vey in 1980 detected 4 asymptomatic individuals
among 114 selected at random in 2 towns and a
rural community in El Seibo Province.

The distribution of the transmitting snail, Biom-
phalaria glabrata, considerably exceeds that of
Schistosoma mansoni, extending to the National
District and capital city of Santo Domingo and well
into certain central valley provinces. There is evi-
dence that transmission sites have shifted during
the past three decades because of urban develop-
ment, molluscicidal activities and, perhaps, intro-
duction of competing mollusks.



